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LETTER TO THE EDITOR
Ungual seborrhoeic keratosis:
report of a case and its
dermoscopic features
Editor
A 47-year-old otherwise healthy man presented with a 2-year
history of asymptomatic onychodystrophy affecting his right
hallux, previously treated unsuccessfully as onychomycosis
despite negative fungal cultures. Physical examination revealed a
4 mm in width, longitudinal leucoxanthonychia with filiform
haemorrhages (Fig. 1a) and a localized subungual hyperkeratosis
(Fig. 1b). The rest of finger and toenails were normal and no
other skin lesions were present. Both bacterial and fungal cul-
tures of nail scrapings/clippings were negative. Dermoscopy
highlighted a longitudinal leucoxanthonychia with filiform/glob-
ular haemorrhages and milia-like cysts (Fig. 2a,b) which were
also evident at the frontal view of nail plate free edge (Fig. 2c,d).
The lesion was completely excised. Histology showed a well-lim-
ited epithelial tumour of nail bed/distal matrix with hyperplastic
poorly differentiated basaloid epithelium containing foci of dif-
ferentiation including cell whorls and pseudo-horny cysts. There
was neither significant stromal change nor aspect of HPV infec-
tion/cytological atypia (Fig. 1c). On the basis of pathological
data, a diagnosis of ungual seborrhoeic keratosis (SK) was made.
No recurrence was observed during 9 months of follow-up.
The only previous instance of ungual SK dates back to 2010,
when Bon-Mardion et al.1 reported a case clinically comparable
to ours (longitudinal leucoxanthonychia of right hallux). The
authors also described its dermoscopic aspect (dorsal view only),
consisting in whitish-yellowish longitudinal band with filiform
haemorrhages and milia-like cysts.1 No other instance of ungual
SK has been reported so far, albeit two cases of longitudinal mel-
anonychia caused by subungual keratoses histologically reminis-
cent of pigmented SK have been described.2 Interestingly,
ungual SK is histologically similar to onychocytic matricoma, a
benign matrical tumour presenting as either pigmented or yel-
lowish (rarely) longitudinal band. It may be differentiated from
SK by the presence of pseudohorn cyst-like areas showing two
distinct layers, namely prekeratogenous and keratogenous zones3
(which were absent in our case). Anyhow, considering the simi-
larities between ungual SK and onychocytic matricoma, some
authors speculated that they are likely two entities belonging to a
single spectrum of disease: nail unit acanthoma.3
Ungual SKmust be distinguished from other causes of acquired
longitudinal leucoxanthonychia, including Bowen disease,
squamous-cell carcinoma, onychopapilloma and onychomatrico-
ma1,4,5; dermoscopymay help in their differentiation.1,4
Ungual Bowen disease and invasive squamous-cell carcinoma
are dermoscopically characterized by a white-to-yellow longitu-
dinal discoloration of nail plate which is often associated with
splinter haemorrhages, polychromia and localized subungual
hyperkeratosis.4,6 Onychopapilloma, a benign ungual tumour of
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Figure 1 A 4 mm in width, longitudinal leucoxanthonychia with
ﬁliform haemorrhages extending most of the length of the nail plate
(a) and localized hyperkeratosis underneath the nail plate in the
area corresponding to the visible longitudinal band (b). Hyperplas-
tic poorly differentiated basaloid epithelium containing foci of dif-
ferentiation including cell whorls and pseudo-horny cysts. The
underlying stroma shows no signiﬁcant change. There is no aspect
of HPV infection, neither cytological atypia (Haematoxylin and
Eosin 9200) (c).
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unknown aetiology, classically presents as a longitudinal white-
to-red chromonychia, but dermoscopy often shows a yellow-
white longitudinal band of nail plate (with occasional splinter
haemorrhages and polychromia) which, differently from squa-
mous-cell carcinomas, has a smaller width and a sharp and par-
allel demarcation with surrounding uninvolved plate. Moreover,
the subungual hyperkeratosis is extremely limited and produces
some hyperkeratotic spines growing out of the hyponychium.4
Onychomatricoma is a benign fibroepithelial tumour of nail
matrix typically presenting as a longitudinal leucoxanthonychia.
Dermoscopy shows a sharply delimited white-yellowish longitu-
dinal discoloration of nail plate with possible proximal hairpin-
like vessels and splinter haemorrhages. Furthermore, the frontal
view of the lesion displays characteristic black-dotted holes.4
Ungual SK is dermoscopically similar to above-mentioned
lesions, with whitish-yellowish longitudinal band containing
some haemorrhages and localized subungual hyperkeratosis. A
helpful additional finding is the presence of round-shaped
‘milia-like’ cysts (similar to those of cutaneous SK), detectable
either through the translucent nail plate that by a frontal exami-
nation of nail free edge.
Anyhow, since the current knowledge on nail dermoscopy
does not allow to establish whether a such finding is specific for
ungual SK,1,4 surgical treatment and histological examination
must be performed to exclude malignant lesions.
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Figure 2 Dermoscopic view of the dorsal aspect of the nail plate
shows longitudinal leucoxanthonychia with ﬁliform and globular
haemorrhages and milia-like cysts (Magniﬁcation 910) (a), (Magni-
ﬁcation 930) (b); Dermoscopic frontal view of the nail plate free
edge also displays globular haemorrhages and milia-like cysts
(Magniﬁcation 910) (c), (Magniﬁcation 930) (d).
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